We are concerned that providing our data set may provide enough data that it would be possible for to trace to individual people. Although our data set spans \>15 years, there were very few admissions for tetanus in some years. Therefore, if a person was known to have been admitted to Bugando for tetanus in a certain year, it is possible that that person could be easily identified based on basic demographic information or care that the patient was known to receive. Contact point: Mr James Beard- Data Manager, London School of Hygiene and Tropical Medicine; Email: <james.beard@lshtm.ac.uk>.

Introduction {#sec004}
============

Despite being a vaccine-preventable disease, tetanus is frequently encountered in sub-Saharan Africa \[[@pntd.0006667.ref002],[@pntd.0006667.ref003]\]. The incidence of non-neonatal tetanus cases has fallen since the initiation of the vaccination programme but the number of cases remains high, with 4,604 non-neonatal cases reported in 2016 in the African region^,^\[[@pntd.0006667.ref004]\] and likely many more that were not reported \[[@pntd.0006667.ref005]\]. Among global tetanus deaths, 44% occur in sub-Saharan Africa and the highest proportion of these is in East Africa \[[@pntd.0006667.ref006]\].

Inadequate vaccination is cited as the primary causative factor for tetanus despite the availability of a highly effective vaccine \[[@pntd.0006667.ref007],[@pntd.0006667.ref008]\]. In Tanzania, national tetanus vaccine coverage is 87% in children less than 1 year, as determined by history and vaccination cards, but regional discrepancies are high \[[@pntd.0006667.ref009]\]. In Mwanza, where our hospital is located, only 70% of infants received all basic vaccines in 2015 \[[@pntd.0006667.ref010]\]. In addition, because the Tanzanian vaccination programme focuses on children under the age of 1 and pregnant women who attend antenatal clinic, there is currently no system in place to ensure booster vaccination for men past the infancy doses, despite recommendations by the WHO \[[@pntd.0006667.ref011]\]. This would explain why young men are the most at risk of tetanus infection in Tanzania and many other sub-Saharan African countries \[[@pntd.0006667.ref003]\]. A recent study from Tanzania showed that only 28% of men older than 15 years were seroprotected against tetanus \[[@pntd.0006667.ref012]\]. This has tremendous economic and social consequences: in 2015 the WHO calculated the cost of a single dose of tetanus vaccine at \$0.14 \[[@pntd.0006667.ref013]\] whereas the cost of caring for patients with tetanus in low- and middle-income countries ranges from \$78 \[[@pntd.0006667.ref014]\] to \$900 \[[@pntd.0006667.ref015]\]. In Tanzania, 55% of the population lives in extreme poverty (less than \$1.25 per day) and men are the main financial providers, so the socioeconomic impact is tremendous.

Lack of medications, inadequate implementation of proven treatment interventions, high treatment cost for patients, and long distance to specialised centres have been cited as additional key reasons for high tetanus-associated mortality in sub-Saharan Africa \[[@pntd.0006667.ref003],[@pntd.0006667.ref016],[@pntd.0006667.ref017]\]. Studies of targeted approaches to address these barriers are lacking. Therefore, our goal was to conduct a quality-improvement project to assess whether the utilization of a standardized hospital protocol for management of tetanus was effective in reducing mortality. Our study was possible because in 2006 our Tanzanian referral hospital implemented a hospital protocol to be used for management of all patients admitted to our ICU with tetanus, with further updates in 2012. We sought to determine whether the implementation of this protocol had any impact on provision of clinical care and patient outcomes. We hypothesised that protocol-driven implementation of proven tetanus interventions would increase over the study period, and that tetanus mortality would decrease.

Methods {#sec005}
=======

Ethics statement {#sec006}
----------------

Ethical approval for the conduct of this study was obtained from the joint Catholic University of Health and Allied Sciences (CUHAS)/BMC Research Ethics and Review Committee (BREC/001/18/2008), the National Institute for Medical Research (NIMR/HQ/R.8c/Vol. IX/1085), and Weill Cornell Medicine (1108010827).

Study setting {#sec007}
-------------

We conducted a retrospective cohort study of all patients who had a diagnosis of tetanus and were admitted to the Intensive Care Unit (ICU) of Bugando Medical Centre (BMC), Tanzania, from May 2001 to September 2016. BMC is a public tertiary referral hospital located in Mwanza, a north-western city on the shores of Lake Victoria. Mwanza is the second largest city in Tanzania and BMC serves the 15 million people of the Lake Zone.

The ICU admits approximately 500 patients annually from all disciplines, with specialists from internal medicine and anaesthesia providing the majority of the ICU care. The ICU has 13 beds with 7 mechanical ventilators, pressurised wall oxygen, suction, and bedside monitors. The monitors display non-invasive blood pressures, saturations and electrocardiography. There is regular availability of intravenous (IV) fluids, antibiotics, adrenaline, and dopamine. Central lines and noradrenaline are intermittently available. The nurse to patient ratio is 1:2, with most of the nurses having no formal training in intensive care medicine.

In view of high mortality rates and in an effort to improve the quality of care for patients, BMC implemented a hospital protocol to optimize care of tetanus patients in 2006, in accordance with WHO recommendations. The hospital protocol can be seen in the supporting information (Supporting information (S1); [Fig 1](#pntd.0006667.g001){ref-type="fig"}. Bugando Medical Centre tetanus management protocol) In 2012, several additional key interventions were implemented in the ICU, including employment of a dedicated ICU physician and an agreement with the surgical department that tracheostomies would be performed as soon as possible for tetanus patients admitted to the ICU.

![Case-fatality ratio among tetanus patients by year of admission over the period of 2001--2016.](pntd.0006667.g001){#pntd.0006667.g001}

The stepwise protocol is organised based on clinical urgency of interventions. The initial stage focuses on airway management either in the form of oral intubation or immediate tracheostomy. There was no specific criterion or threshold for initiation of mechanical ventilation during the entire study period and this decision was made at the discretion of the on-duty physician. This is followed by emphasis on early prescription and administration of immune globulin, antibiotics, spasm control with magnesium sulphate and benzodiazepines with accompanying analgesia, fluid management to avoid acute kidney injury and deep vein thrombosis prophylaxis. Wound care is also included in the early stages with surgical consultation for wound debridement if needed. Farmers and manual workers were identified, from previous work, as the key at-risk group, and most present with identifiable wounds.

The next stage focuses on monitoring the patient's response to interventions and conducting investigations. Instructions are provided on how to adjust prescribed medication to get the desired outcomes. The final stage focuses on the recovery phase of care with instructions of down-titrating the medications and ensuring immunisation prior to ICU discharge.

Study procedures {#sec008}
----------------

According to our hospital protocol, all patients presenting to the hospital with tetanus are admitted directly to the ICU. We identified patients with non-neonatal tetanus using either the ICU admission registry or the separate inpatient medical registry. Patients were diagnosed based on clinical findings of rigidity and/or spasms often preceded by a penetrating injury. Medical notes were sought from the medical records department. Detailed information on care was only available for patients after 2008. The main sources of information were the ICU admission notes, ward round notes and daily charts. We collected data on age, sex, place of residence, time taken to present to hospital, provision of clinical care, time to care provision, and outcomes.

Data analysis {#sec009}
-------------

We categorized patients into 3 groups based on the year of presentation. The pre-protocol group included patients admitted with tetanus prior to the protocol implementation in 2006 (2001--2006). The Early group included patients admitted between 2006 and 2011, and the Late group included patients admitted between 2012 (the year in which the hospital tetanus protocol was modified) and 2016.

The primary study outcomes were care provision for patients, 7-day mortality in the ICU, and overall mortality. The specific care interventions that we examined included administration of immune globulin (early in the emergency department or late in the ICU), surgical wound care, administration of antibiotics, and airway management in the form of mechanical ventilation and tracheostomy placement.

Statistical analysis was performed using STATA 14.0 (College Station, Texas, USA) and all data was anonymized during the analysis. Descriptive analysis of baseline variables was performed to summarize patient characteristics. Categorical variables were described using proportions and continuous variables were described using medians and interquartile ranges. We compared overall mortality between the pre- and post-protocol groups. We explored the differences between the Early and Late groups by chi-squared test for categorical variables and Wilcoxon rank-sum test for continuous variables. Overall and 7-day case-fatality rates were calculated and compared between the groups. We assessed potential factors associated with mortality by univariable and multivariable logistic regression for the Early and Late groups. All statistical tests were performed at a 5% significance level.

Results {#sec010}
=======

A total of 277 patients were admitted to the BMC ICU with tetanus between May 2001 and September 2016. No cases of neonatal tetanus were admitted; all patients were 8 years older and above. Thirty-one (11.2%) patients were admitted before January 2006 and were classified in the pre-protocol group, 133(48.0%) patients were classified in the Early group, and 113 (40.8%) were classified in the Late group. Medical files were available for 162 patients (59 in the Early group and 103 in the Late group).

When comparing the pre and post-protocol groups, both were mostly male (12/14 (85.7%) and 211/246 (85.8%) respectively, p = 0.995), and there was no significant difference in age (30.0 \[21--42\] years and 30.0 \[19--46\] years respectively, p = 0.86, **[Table 1](#pntd.0006667.t001){ref-type="table"}**). Overall case fatality was similar in both the pre- and post-protocol group (17/28 (60.7%) and 119/238 (50.0%), p = 0.28). The case-fatality rate by year of admission is presented in **[Fig 1](#pntd.0006667.g001){ref-type="fig"}**.

10.1371/journal.pntd.0006667.t001

###### Baseline demographic characteristics for the early and late groups.
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  -----------------------------------------------------------------------------------------------------------------------------------------------
  Variable                                           Early group\            Late group\           p-value[\*](#t001fn001){ref-type="table-fn"}
                                                     2006--2011              2012--2016            
  -------------------------------------------------- ----------------------- --------------------- ----------------------------------------------
  **Demographic characteristics**                                                                  

  **Sex (Male)**                                     110/133 (82.7%)         101/113 (89.4%)       0.13

  **Age at presentation**                                                                          

  Overall                                            31.0 \[20.0--44.0\]     30.0 \[18.5--52.0\]   0.71

      Male                                           30.5 \[22.0--41.5\]     32.0 \[19.5.-54.0\]   0.19

      Female                                         47.0 \[15.0--68.0\]     16.0 \[12.0--29.5\]   0.15

  **Distance travelled (kilometres)**                55.0 \[5.9--154.9\]     62.0 \[5.9--154.9\]   0.84

  **Presentation to hospital**                                                                     

  **Time from symptoms to presentation (days)**      3 \[1--7\]              3 \[1--4\]            \
                                                                                                   **0.042**

  0--2 days: 18 (30.5%)                              0--2 days: 49 (47.6%)                         

  3--4 days: 19 (32.2%)                              3--4 days: 35 (34.0%)                         

  5--6 days: 4 (6.8%)                                5--6 days: 3 (2.9%)                           

  7+ days: 18 (30.5%)                                7+ days: 16 (15.5%)                           

  **Symptoms**                                                                                     

  Presence of fever                                  4/59 (6.8%)             14/103 (13.6%)        0.21

  Generalized clinical presentation (versus local)   59/59 (100.0%)          98/103 (95.2%)        0.16

  Location of wound                                                                                

  *Leg*                                              14/59 (23.7%)           32/103 (31.1%)        0.37

  *Foot*                                             19/59 (32.2%)           32/103 (31.1%)        1.00

  *Hands*                                            9/59 (15.3%)            13/103 (12.6%)        0.64

  *Chest*                                            0/59 (0.0%)             2/103 (1.9%)          0.53

  *Circumcision*                                     2/59 (3.4%)             4/103 (3.9%)          1.00

  *Scrotum*                                          0/59 (0.0%)             1/103 (1.0%)          1.00

  *Head/face*                                        6/59 (10.2%)            9/103 (8.7%)          0.78

  *Arm*                                              3/59 (5.1%)             3/103 (2.9%)          0.67

  *Back*                                             4/59 (6.8%)             0/103 (0.0%)          0.016

  *Axilla*                                           0/59 (0.0%)             2/103 (1.9%)          0.53

  *Abortion*                                         0/59 (0.0%)             1/103 (1.0%)          1.00

  *Unknown*                                          2/59 (3.4%)             4/103 (3.9%)          1.00
  -----------------------------------------------------------------------------------------------------------------------------------------------

\*p-value for the overall difference between the two groups calculated by Chi-square test or Fisher's Exact test for categorical variables and Wilcoxon rank-sum test for continuous variables.

When comparing the Early and Late groups, for whom detailed medical record data was available, we found no differences between the two groups with respect to sex, age, or distance travelled to reach BMC (**[Table 1](#pntd.0006667.t001){ref-type="table"}**). The groups had similar median time intervals from the onset of symptoms to hospital presentation, though significantly more people in the Early group presented later (3 \[[@pntd.0006667.ref001]--[@pntd.0006667.ref007]\] versus 3 \[[@pntd.0006667.ref001]--[@pntd.0006667.ref004]\] days, p = 0.042). The Early group also experienced significantly more wounds to the back than the Late group. No other significant differences in clinical presentation were observed.

Care interventions significantly differed between the two post-protocol groups (**[Table 2](#pntd.0006667.t002){ref-type="table"}**). We observed significant increases in surgical wound care, initiation of mechanical ventilation and performance of tracheostomies in the Late group compared to the Early group. Both groups had similar in-hospital rates of immune globulin administration, but 57/95 (60.0%) of patients in the Late group received early administration of immune globulin in the emergency department compared to 9/50 (18.0%) of patients in the Early group (p\<0.001). We additionally observed a reduction in the time taken to initiating mechanical ventilation (2.0 \[2.0--4.0\] days in the Early group versus 0.0 \[0.0--2.0\] in the Late group, p = 0.0030) and in performing tracheotomies in those for whom mechanical ventilation was initiated (12.0 \[8.5--18.5\] days in the Early group versus 1.0 \[0.0--8.0\] in the Late group, p = 0.023). All patients in the Early and Late group received antibiotics.

10.1371/journal.pntd.0006667.t002

###### Care interventions done as per protocol for the early (2006--2011) and the late group (2012--2016)[\*](#t002fn001){ref-type="table-fn"}.
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  Variable                                                             Early group 2006--2011   Late group 2012--2016   p-value[\*\*](#t002fn002){ref-type="table-fn"}
  -------------------------------------------------------------------- ------------------------ ----------------------- ------------------------------------------------
  **Care interventions**                                                                                                
  **Received immune globulin (IG)**                                    50/59 (84.7%)            95/102 (93.1%)          0.086
  **Timing of IG administration**                                      **\<0.001**                                      
  Emergency room (Early)                                               9/50 (18.0%)             57/95 (60.0%)           
  ICU (Late)                                                           41/50 (82.0%)            38/95 (40.0%)           
  **Received surgical intervention**                                   12/59 (20.3%)            41/100 (41.0%)          **0.008**
  **Type of surgical intervention**                                    1.00                                             
  Debridement                                                          12/12 (100.0%)           40/41 (97.6%)           
  Amputation                                                           0/12 (0.0%)              1/41 (2.4%)             
  **Received mechanical ventilation**                                  13/59 (22.0%)            72/103 (69.9%)          **\<0.001**
  **Received tracheostomy**                                            4/59 (6.8%)              38/97 (39.2%)           **\<0.001**
  **Timing of interventions (in days)**                                                                                 
  **Time to surgical intervention**                                    1.5 \[1.0--3.0\]         2.0 \[1.0--3.0\]        0.96
  **Time to mechanical ventilation**                                   2.0 \[2.0--4.0\]         0.0 \[0.0--2.0\]        **0.0030**
  **Time from initiation of mechanical ventilation to tracheostomy**   12.0 \[8.5--18.5\]       1.0 \[0.0--8.0\]        **0.023**
  **Length of stay in the ICU**                                        9.0 \[2.5--22.0\]        12.0 \[5.0--22.0\]      0.12
  **Length of stay at BMC**                                            22.0 \[6.0--31.0\]       14.0 \[6.0--31.0\]      0.38

\*Only patients with charts available for review were included in this analysis.

\*\*p-value for the overall difference between the two groups calculated by Chi-squared or Fisher's Exact test for categorical variables and Wilcoxon rank-sum test for continuous variables.

Contrary to our hypothesis, we did not find a significant reduction in the overall hospital case-fatality ratios between the Early and the Late groups. In contrast, there was a trend towards an increase in mortality from 56/126(44.4%) in the Early group to 63/112 (56.3%) in the Late group (p = 0.069). Additionally, there was no change in 7-day case-fatality ratio (43/126 (34.1%) versus 35/112 (31.3%), p = 0.64). The Early group had 6/20 (30.0%) deaths attributed to loss of airway, mostly due to laryngospasm, whereas in the Late group, this accounted for only 1/56 (1.8%) death (p = 0.001). Sepsis accounted for 3/20 (15.0%) of all deaths in the Early group and 25/56 (44.6%) in the Late group (p = 0.029) (**[Table 3](#pntd.0006667.t003){ref-type="table"}**). Of note, there were no other clear changes between the Early and Late groups such as ICU staff: patient ratios, nurse training, ICU admission numbers, timeliness of antibiotic administration, or decontamination procedures.

10.1371/journal.pntd.0006667.t003

###### Overall ICU mortality, 7-day mortality and causes of death in the early and the late groups.
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  ---------------------------------------------------------------------------------------------------------
                          Early group\     Late group\      p-value[\*](#t003fn001){ref-type="table-fn"}\
                          2008--2011       2012--2016       
  ----------------------- ---------------- ---------------- -----------------------------------------------
  Overall ICU mortality   56/126 (44.4%)   63/112 (56.3%)   0.069

  7 day ICU mortality     43/126 (34.1%)   35/112(31.3%)    0.64

  **Cause of death**                                        

  Sepsis                  3/20 (15.0%)     25/56 (44.6%)    **0.029**

  Airway obstruction      6/20 (30.0%)     1/56 (1.8%)      **0.001**

  Respiratory failure     6/20 (30.0%)     11/56 (19.6%)    0.36

  Autonomic failure       5/20 (25.0%)     14/56 (25.0%)    1.00
  ---------------------------------------------------------------------------------------------------------

\*p-value for the overall difference between the two groups calculated by Chi-square test or Fisher's exact test as appropriate.

All variables listed in [Table 1](#pntd.0006667.t001){ref-type="table"} were analysed as possible predictors of overall ICU mortality in the Early and Late groups and are presented in **[Table 4](#pntd.0006667.t004){ref-type="table"}**. In the Early group, patients with longer time from symptom onset to presentation at the hospital had lower odds of death compared to patients with shorter time to presentation (OR = 0.68 \[0.52--0.90\] for each day delay in presenting for care, p = 0.007). Patients for whom mechanical ventilation was initiated had higher odds of death compared to patients not receiving mechanical ventilation (OR = 4.53 \[1.24--16.58\], p = 0.022). The increased odds of death may in part have been related to development of sepsis, though numbers were too small to draw conclusions. In the Late group, 25 out of 72 (34.7%) patients who were mechanically ventilated developed sepsis, compared with 3 out of 13 (23.1%) in the Early group (p = 0.53).

10.1371/journal.pntd.0006667.t004

###### Results of univariable analysis of predictors of overall mortality in the early and late groups.
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  ----------------------------------------------------------------------------------------------------------------------------------------------------------------
  Variable                                                           Early Group\                                 P-value     Late Group\            P-value
                                                                     Odds ratio\                                              Odds ratio \[95%CI\]   
                                                                     \[95%CI\]                                                                       
  ------------------------------------------------------------------ -------------------------------------------- ----------- ---------------------- -------------
  **Demographic Information**                                                                                                                        

  Sex (male)                                                         0.49 \[0.19--1.24\]                          0.13        1.93 \[0.57--6.51\]    0.29

  Age (years)                                                        1.02 \[0.997--1.037\]                        0.10        1.05 \[1.02--1.07\]    **\<0.001**

  Distance travelled to BMC (Kilometres)                             0.99 \[0.99--1.00\]                          0.16        1.00 \[0.99--1.00\]    0.94

  **Care Interventions**                                                                                                                             

  Administration of Immune globulin                                  0.34 \[0.08--1.46\]                          0.15        0.46 \[0.09--2.51\]    0.37

  Late administration of Immune Globulin (compared to early)         1.63 \[0.30--8.93\]                          0.58        2.29 \[0.98--5.36\]    0.055

  Surgical intervention                                              0.59 \[0.14--2.47\]                          0.47        0.61 \[0.27--1.36\]    0.23

  Mechanical Ventilation                                             4.53 \[1.24--16.58\]                         **0.022**   1.41 \[0.61--3.28\]    0.43

  **Tracheotomy**                                                    0.63 \[0.061--6.49\]                         0.70        0.91\[0.40--2.07\]     0.82

  **Timing of interventions (odds ratio for each increasing day)**                                                                                   

  Time from symptom onset to attending care                          0.68 \[0.52--0.90\]                          **0.007**   0.99 \[0.91--1.07\]    0.80

  Time from presentation to surgical intervention                    1.04 \[0.91--1.20\]                          0.55        0.94 \[0.79--1.11\]    0.45

  Time from presentation to initiation of mechanical ventilation     0.71 \[0.40--1.26\]                          0.24        1.63 \[1.06--2.52\]    **0.028**

  Time from presentation to tracheotomy                              ---[\*\*](#t004fn001){ref-type="table-fn"}   ---         0.95 \[0.88--1.04\]\   0.27
  ----------------------------------------------------------------------------------------------------------------------------------------------------------------

\*\*---Only one data point for timing of tracheotomy for a patient who died.

In the Late group, older patients as well as patients with longer time from presentation to initiation of mechanical ventilation had higher odds of death (OR = 1.05 \[1.02--1.07\] for each increasing year of age, p\<0.001 and OR = 1.63 \[1.06--2.52\] for each day delay in receiving mechanical ventilation, p = 0.028 respectively). Multivariable analysis showed that the factors associated with mortality in the Early group were age (OR = 1.04 \[95% CI 1.00--1.08\], P = 0.03), mechanical ventilation (OR = 26.7 \[95% CI 2.06--274.07\], p = 0.006) and time from symptom onset to attending care (OR = 0.50 \[95% CI 0.32--0.81), p = 0.006). In the Late group, the factors that remained significantly associated with mortality were age (OR = 1.03\[95% CI 1.00--1.06\], p = 0.01) and time from presentation to initiation of mechanical ventilation (OR = 1.74\[95% CI 1.07--2.81\], p = .024).

Discussion {#sec011}
==========

Our work demonstrates that the use of a standardized protocol was associated with a significant improvement in the implementation of specific interventions that have been shown to reduce mortality from tetanus. However, this led to an increase in invasive procedures, and therefore the anticipated reduction in overall mortality over a 10-year period was not seen. While the deaths due to respiratory failure and airway obstruction decreased, those due to sepsis increased. This ultimately led to longer ICU stays over the 10-year period without improving mortality. To our knowledge, this is the first study from sub-Saharan Africa to look at the impact of protocolised ICU care for tetanus patients. Our findings suggest the urgent need for additional work to optimize ICU care to help offset the mortality from secondary causes which arise due to gains from improvement in immediate survival. Furthermore, data from our study shows mortality from tetanus remains high and that efforts to improve adult immunization to prevent this neglected disease should be prioritized.

Most previous studies have highlighted poor provision of clinical care as a key contributory factor to observed high mortalities. In the Late period of our protocol implementation, patients experienced higher levels of clinical care as compared to other studies. Rates of mechanical ventilation (69.9% in our study vs 10.5% in other studies) \[[@pntd.0006667.ref016],[@pntd.0006667.ref017]\], administration of immune globulin (93.1% vs 9--65%) \[[@pntd.0006667.ref017],[@pntd.0006667.ref018]\], surgical wound care (41.0% vs 11.8%) \[[@pntd.0006667.ref018]\], administration of antibiotics (100% vs 58%) \[[@pntd.0006667.ref017]\], and tracheotomies (39.2% vs 11%) \[[@pntd.0006667.ref016]\] were all higher in the Late period of our study compared to rates reported in other studies. A structured approach via a standardized protocol was likely a key contributory factor to the increase in the clinical care. In spite of the protocol, the mortality rates we have reported in both time periods of our study are very similar to rates reported in other studies from similar settings.

There is mixed evidence for the effectiveness of protocol standardization for medical care both globally \[[@pntd.0006667.ref019],[@pntd.0006667.ref020]\] and also in low- and middle-income countries \[[@pntd.0006667.ref021],[@pntd.0006667.ref022]\]. Nonetheless, protocolised care is still common, especially in environments where specialised care is not readily available and where providers' levels of training and expertise may be variable. Despite highly significant increases in clinical care provision with earlier administration of immune globulin, an increase in surgical wound care, and an increase in mechanical ventilation and tracheostomies, our results showed no improvement in mortality. In fact, we even observed a non-significant trend towards increased mortality in the Late years of implementation of the protocol compared to the Early years (56.3% versus 44.4%, p = 0.069). The similarity in demographics between the two groups reinforces the hypothesis that the differences in mortality may be due to the protocol itself.

Implementation of the hospital protocol for tetanus management appears to have led to a shift in the causes of death among tetanus patients. In the Early years after protocol implementation, airway obstruction and respiratory failure were the most frequent causes of death, consistent with findings from other studies \[[@pntd.0006667.ref003],[@pntd.0006667.ref016]\]. In contrast, sepsis was the most likely cause of death in the Late group, increasing from 15% at baseline to 45% in the Late group. It is likely that increased rates of mechanical ventilation and performance of tracheostomies contributed to a decline in the number of airway/respiratory deaths but that this overall increase in interventions led to an increase in the number of deaths by sepsis, for at least three reasons. First, the Late group underwent more invasive procedures including mechanical ventilation, surgical tracheostomies and surgical wound treatment, each of which increases the risk of hospital-acquired infections (HAIs). Second, our clinical experience suggests that patients in the Late group also more frequently had central venous catheters inserted, which poses an additional risk factor for HAIs. Third, patients in the Late group spent more days in the ICU, often immobilized and at increased risk for other causes of in-hospital mortality such as pulmonary embolism, urosepsis and bedsores. Of note, at present there is no specific aspect of the protocol that focuses on reducing HAIs or other critical illness-associated morbidity.

There are approximately 27 studies involving more than 25,000 patients with tetanus over a 60-year period issued from the African continent \[[@pntd.0006667.ref003]\]. Most of the reported studies have been done at tertiary level health facilities, similar to our hospital. The median age, male predominance, median time to presentation, clinical presentation, and hospital lengths of stay are similar between our two groups and also similar to other studies of tetanus patients in Africa \[[@pntd.0006667.ref003]\]. Most of the studies reported similar high overall hospital fatalities \[[@pntd.0006667.ref003]\]. All of this suggests that our hospital setting is similar to many others in sub-Saharan Africa and that our finding that tetanus protocol implementation did not improve mortality is likely to be generalizable as well.

Our results are to be interpreted in light of some limitations. First, due to our inability to locate medical records for some of the tetanus patients, we were not able to document the care provided in all cases but only to document basic demographic characteristics and outcomes. Furthermore, additional data that would have been informative, such as trends in antibiotic resistance over time and the specific antibiotics administered, were not available. These limitations highlight the complexity of implementing a hospital protocol and the urgent need for additional studies in this area.

In summary, we have demonstrated a significant increase in clinical care in accordance with a standardized protocol for the treatment of tetanus patients. The protocol has not led to the anticipated reduction in patient mortality. The unchanged mortality rate, with a shift in causes of death, highlights several key points for consideration when protocols are implemented in resource-limited settings. First, implementation of protocolised care in resource-limited settings is highly complex and requires in-depth monitoring and assessment of patients, staff, and procedures. In our hospital, we are now working to implement infection control policies and determine antibiotic resistance patterns in an effort to decrease HAIs. We will continue to monitor the effect of this intervention and to consider other possible interventions to decrease the mortality of tetanus patients. In addition, management and early recognition of sepsis is extremely complex in resource-limited settings and more surveillance is needed. Finally, we strongly call for an increase in vaccination coverage for at-risk men in sub-Saharan Africa, beginning with the highest-risk groups such as farmers and motorcyclists \[[@pntd.0006667.ref005],[@pntd.0006667.ref023]\], with the aim of eliminating this preventable, lethal disease.
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